Why Lesbian, Gay, Bisexual, and Transgender Public Health?

During the past few years public health
has begun to address the concerns of lesbian,
gay, bisexual, and transgender (LGBT) pop-
ulations. This special issue of the Journal, the
first issue dedicated to this subject in the Jour-
nal’s 91-year history, is preceded by an Amer-
ican Public Health Association resolution on
the need for research on the relationship be-
tween disease and gender identity and sexual
orientation,' an Institute of Medicine report
on lesbian health,? and the inclusion of gays
and lesbians among groups targeted for re-
ducing disparities in health outcomes in the
US government’s 10-year blueprint for public
health.’ But do LGBT populations present a
viable topic for public health investigation and
intervention? What makes their concerns a
distinctive health topic? Finally, addressing
social issues through a public health prism
holds both promise and peril*—might public
health attention to LGBT populations harm
LGBT people?

LGBT People and Communities

LGBT persons vary in sociodemographic
characteristics such as cultural, ethnic, or racial
identity; age; education; income; and place of
residence. They are also diverse in the degree
to which their LGBT identities are central to
their self-definition, their level of affiliation
with other LGBT people, and their rejection
or acceptance of societal stereotypes and prej-
udice. By using the plural “LGBT populations,”
I also aim to stress that, like the people they
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comprise, these populations or communities
are diverse.

There are various gay male, lesbian, bi-
sexual, and transgender populations: urban
and rural, White and Black, poor and wealthy,
and so forth. We refer to all of these as LGBT
communities, but in doing so we risk glossing
over important differences. White gay men in
New York City’s Chelsea neighborhood share
little with transgender sex workers just a few
blocks away in Greenwich Village; with gay
men developing a gay liberation movement
in Guadalajara, Mexico; with lesbians in
Northhampton, Mass; or with bisexual mar-
ried women on Long Island, NY. “Transgen-
der” refers to such a variety of individuals,
from intersexed newborns to heterosexually
identified transvestite men, that any discussion
of transgender people as a group would dis-
tort the group’s diversity.” Moreover, LGBT
people may have more in common with their
non-LGBT communities than with LGBT
communities. For example, African Ameri-
can gay and bisexual men who belong to a
church in Chicago’s South Side may share
more attitudes, beliefs, and norms with fel-
low African American church members than
with lesbians or gay men in Chicago’s White
gay community.

Finally, public health research in the con-
text of the AIDS epidemic has brought the
recognition that not all men and women who
have sex with people of the same gender share
a gay or lesbian identity. The terms “men who
have sex with men” and “women who have
sex with women” are commonplace in public
health discourse. But these terms should be

used with caution; although they are respect-
ful of the variety of sexualities, they erase im-
portant self-definitions and identities of gay
men, lesbians, or bisexuals. It is particularly
worrisome when these terms are applied uni-
versally to people of color, betraying an often
erroneous assumption that owning a gay iden-
tity is the privilege of only White men and
women. This assumption goes against both the
historical record and current research that
demonstrates the existence of thriving gay cul-
tures among various ethnic groups in the
United States and abroad.®’

Despite the many differences that sepa-
rate them, LGBT people share remarkably
similar experiences related to stigma, dis-
crimination, rejection, and violence across
cultures and locales.** ' In the United States,
gay men and lesbians are subject to legal dis-
crimination in housing, employment, and
basic civil rights. Sodomy laws, which brand
gays and lesbians as criminals in 16 states,
are often the basis for harassment and dis-
crimination. Transgender individuals are stig-
matized, discriminated against, and ridiculed
in encounters with even those entrusted with
their care."' LGBT people fare better in some
areas (e.g., parts of the European Commu-
nity) than in others, but they are still subject
to persecution and discrimination in many re-
gions of the world.

LGBT people have formed communities
that bridge their many differences. These com-
munities have provided safe spaces, developed
norms and values, and created institutions
where LGBT identities and relationships can be
acknowledged and respected.'®'*"
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LGBT Issues in Public Health

Social conditions that are characterized
by rejection and discrimination distinguish
the public health of LGBT populations be-
cause they affect a wide range of issues, in-
cluding the selection of research priorities, the
design of public health prevention and inter-
vention programs, the development of stan-
dards of care, access to care, and the provision
of culturally sensitive care. Stigma and dis-
crimination affect the health of LGBT people
in many ways. Direct routes are easily dis-
cernable: they include exposure to violence
and discrimination and poor clinical care. In-
direct routes are invisible but more pervasive:
they include inadequate attention to health con-
cerns of LGBT people because of stereotypic
thinking, lack of attention to LGBT health is-
sues because they affect only a relatively small
number of people, and lack of knowledge and
insensitivity regarding the cultural concerns
of LGBT people.

It may be useful to categorize LGBT is-
sues in public health as (1) areas in which
LGBT people are at an increased risk for dis-
ease because of unique exposures, (2) areas in
which they have high prevalences of diseases
or problems that are not caused by unique ex-
posures, and (3) areas in which they are not at
increased risk for disease but which neverthe-
less require specialized culturally competent
approaches. Clearly, these categories cover the
whole spectrum of health and illness.

Unique exposures to risk are exposures
related to sexual behaviors, sexual orientation,
and gender identity. This issue demonstrates
the most direct relevance of focusing on sexual
orientation in public health. The area most often
addressed under this category is risk related to
sexual behavior (e.g., anal intercourse, which
places men who have sex with men at risk for
HIV and other sexually transmitted diseases).
Just as important, however, are risks related to
social conditions characterized by prejudice,
discrimination, and rejection (e.g., anti-gay vi-
olence or minority stress—the excess stress ex-
perienced by minorities). Such risks may have
direct impacts on the incidence of mental and
somatic disorders, as well as access to care,
health care utilization, and quality of care."*"”
Prejudice about same-sex sexuality or gender
roles can also lead to the design of insensitive
and alienating public health interventions and
prevention programs that fail to respect the val-
ues and needs of LGBT communities.'®

LGBT people may be at high risk for
problems that are not directly related to sexual
orientation or gender identity (e.g., smoking,
obesity, and alcohol and drug use)."’ Although
such problems are not unique to LGBT people,
to the extent that they have a higher prevalence
among LGBT populations they require special

June 2001, Vol. 91, No. 6

public health attention and unique approaches
for investigation, prevention, and treatment.
Often, models explaining these risks fail to ac-
count for the unique social or behavioral dy-
namics of these populations, but attention to
these characteristics may explain the high prev-
alence of those risks. The Substance Abuse and
Mental Health Services Administration’s ef-
fort in the area of substance use is one exam-
ple of an effort to address common risks in a
specialized manner.”’

Finally, all public health areas, even those
in which LGBT populations do not have a
unique or increased risk for disease, may re-
quire a specialized focus for these populations.
For example, provision of adequate care re-
quires that care providers be sensitive to the
needs of these populations. Insensitive or hos-
tile care may lead to inappropriate interven-
tions, fail to effect change, and add to alien-
ation and mistrust of the authority of public
health recommendations.'

Obstacles to Quality Research

Many obstacles stand in the way of our
gathering knowledge about LGBT populations.
Some are methodological; others are related
to homophobia and heterosexism, which place
LGBT studies outside the mainstream in terms
of importance and allocation of resources.
Methodological obstacles are serious and may
have thwarted effective research on LGBT pub-
lic health issues. Large-scale random surveys
of LGBT populations are expensive; with few
resources, public health researchers and plan-
ners have often turned to small studies that use
samples of convenience. Such data may be bi-
ased and uninformative for many public health
purposes. For example, one area in which lack
of good data has recently frustrated researchers
is the study of anal cancer in gay men and
breast cancer in lesbians; some studies have
suggested that lesbian, gay, and bisexual (LGB)
people have a higher incidence of these cancers
and a shorter survival time. Another area is
psychiatric epidemiology; studies present in-
consistent findings on the prevalence of psy-
chiatric disorders and suicide among lesbian
and gay youths and adults.?

Several researchers advocate the inclu-
sion of LGB populations in government stud-
ies that use random sampling techniques. Col-
lecting data on sexual behavior and orientation
in large epidemiologic studies that utilize ran-
dom samples of the US population would be
useful for many purposes.”? Yet it should be
stressed that large-scale random surveys are
not always the best approach to sampling gay
men and lesbians and are clearly problematic
for transgender populations, which are even
more heterogeneous, rare, and dispersed.

Large-scale studies typically identify very few
LGB individuals. Although they are useful for
preliminary data, their samples often preclude
detailed analyses relevant to LGBT popula-
tions. For example, the low number of LGB
respondents identified in a US probability sur-
vey of mental health did not allow the investi-
gators to study variability in the LGB group.**
Large-scale studies should not replace targeted
research.

Other approaches to sampling, some
discussed in this issue of the Journal, have
been developed and used to address issues
related to LGBT health.®'7% It is also im-
portant to note that these research challenges
are not unique to LGBT populations. Re-
searchers surveying any other rare popula-
tion (ethnic minority groups, specific age
groups, residents of rural areas) meet simi-
lar challenges. Methodological obstacles
should not be used to excuse lack of funding
or action.

Although the methodological obstacles
are serious, they are not insurmountable. The
effects of institutional and individual homo-
phobia and heterosexism on research may
prove more difficult to deal with. Homophobia
and heterosexism need not be active or inten-
tional; they may affect policies and attitudes
indirectly and unintentionally, for example, by
defining LGBT issues as marginal to concerns
of the general population, by constructing them
as exotic or difficult to study, or by viewing
them as too political or too sensitive.”’

Public health has a good example to fol-
low in the US government’s efforts to include
women and ethnic minorities in research. Re-
cently researchers and policymakers have be-
come aware of the role of income inequalities
in health. But sexual minorities continue to be
stigmatized groups whose neglect is often jus-
tified by political, moral, or religious beliefs.
Thus, calls for programs and proposals on non—
HIV-related LGBT health issues have been
rare, funding of research has been slow, and
publication of existing research has been scant.

In turn, lack of data on LGBT popula-
tions has led to the neglect of important health
issues. For example, lack of data hindered the
inclusion of sexual orientation in the US gov-
ernment’s Healthy People 2010,® which set
health priorities for the next decade. But even
a quick review of the Healthy People 2010 doc-
ument reveals that goals for many populations
are based on less than perfect research meth-
odologies, suggesting that a higher standard
was applied to the inclusion of sexual orienta-
tion. This potential harm was somewhat miti-
gated by the lobbying efforts of the Gay and
Lesbian Medical Association, which opened
the way for publication of research needs of
LGBT populations by the Center for Lesbian,
Gay, Bisexual and Transgender Health at Co-
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lumbia University’s Mailman School of Pub-
lic Health and the inclusion of LGB concerns
in 29 health objectives in the final Healthy Peo-
ple 2010 document.

Research methodologies need to be im-
proved, but existing research should not be ig-
nored even when it is limited. For example,
early research on suicide among LGBT youths
has been plagued by poor methodologies and
biased samples.”® Calls for more attention to
LGBT mental health have been muftled by le-
gitimate criticism of the methodology used in
studies that these calls relied on.”” Now meth-
odologically sound research has substantiated
the main thrust, if not the exact findings, of
earlier reports.***' That this special issue of the
Journal attracted close to 100 submissions even
without a formal call for papers suggests that
there is an eager group of researchers for whom
LGBT health is important. Several researchers
told us that the expected publication of this
special issue led them to embark on analyses
of data that they had not anticipated would be
of interest to major journals. These analyses in
turn yielded important public health data.

Promise and Peril

Enthusiasm about the growing attention to
LGBT populations in public health must not
blind us to the risks. A focus on LGBT popu-
lations in public health, in particular when fol-
lowed by calls for proposals and programs and
resources, would bring institutional and gov-
ernmental control over the content and struc-
ture of such programs. For a stigmatized mi-
nority, this institutional control could prove
limiting. The same social forces, including ho-
mophobia, heterosexism, and sexism, that have
previously led to exclusion might now lead to
inappropriate and even damaging programs.

Placing sexuality, sexual orientation, and
gender under a public health lens may lead to
their medicalization and “public healthifica-
tion™* and to the institutionalization of nega-
tive attitudes.*® Research on epistemology has
demonstrated that moral and religious beliefs
have become incorporated into scientific
knowledge.* Especially damaging was the in-
corporation of attitudes about homosexuality
and gender roles into psychiatric models, trans-
forming sin into a medical disorder.”**° The
criticism that public health efforts in HIV pre-
vention have been riddled with sex-phobic mes-
sages that fail to account for the importance of
sexual expression—in particular, anal sex—
for gay and bisexual men is a recent example of
the potential for peril."*’ As efforts to focus
on LGBT health proliferate, we may see that for
every sensitive effort to include the target pop-
ulation in decision making,?' there may be an-
other program that seeks to restore health by
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eliminating practices essential to self-expression
and identity, leading to alienation and damage.

This is particularly a danger if the need
for careful consideration of the diversity rep-
resented by categories of sexuality, gender, and
sexual orientation is replaced by a more unified
approach to LGBT health in which generalities
replace complexities. An institutionalized focus
on LGBT health may also lead to oversimpli-
fication and elision of important differences
among populations and individuals. Similarly,
programs that appease some groups may be
hailed as progress and accepted even when they
exclude many others. For example, in a famil-
iar play of power and ethics, despite preliminary
efforts to address transgender health issues in
Healthy People 2010, these issues were not
included in the final document.

There is also danger in plans for centralized
governmental collection of data on sexual ori-
entation in US population studies, particularly
if such data are collected without attention to
economic, ethnic, or geographic variations. With
homosexual behavior still criminalized in 16
states, and with prejudice and discrimination a
threat everywhere, requests for such data should
come with protections of individual rights. Oth-
erwise, respondents’ disclosure of homosexual
behavior in such surveys will be limited and
will surely underestimate true percentages.

More important, biased patterns of dis-
closure may lead to biased findings about im-
portant health correlates. And while large-scale
studies would allow comparisons between
LGB groups and the general population, they
might hide intragroup variability. Such com-
parisons introduce bias and fail to provide in-
sight into processes that occur in LGBT pop-
ulations. Finally, the provision of institutional
resources and programs can thwart grassroots
efforts, because institutions are likely to make
funding conditional and more progressive ef-
forts will be inhibited by fear of losing insti-
tutional support.

These perils are not inescapable; they
demonstrate the need for caution and sensitiv-
ity in the effort to bring LGBT issues into pub-
lic health focus. But the promise of focusing on
LGBT health is clear: It can bring much-
needed resources, improved research method-
ologies, and knowledge to bear on the search
for innovative approaches to health promotion
and disease prevention and treatment. []
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